Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Jerez Care Home CHAPTER 100.1

Address: Inspection Date: February 6, 2020
24 Puukani Street, Kahului, Hawaii 96732

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT

RECEIVED WITHIN TEN (10) WORKING DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED
ONLINE, WITHOUT YOUR RESPONSE.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. (a) PART 1

All individuals who either reside or provide care or services
to residents in the Type I ARCH, shall have documented
evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH,
and thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS

Substitute Care Giver #3, no evidence of annual physical
examination. However, provided services during vacation
leave (12/24/19 ~ 12/30/19).

Correcting the deficiency after-
the-fact is not
practical/appropriate. For this
deficiency, only a future plan
is required.




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. (a) PART 2
All individuals who either reside or provide care or services
to residents in the Type I ARCH, shall have documented FUTURE PLAN

evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH,
and thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS

Substitute Care Giver #3, no evidence of annual physical
examination. However, provided services during vacation
leave (12/24/19 — 12/30/19).

P

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
' Date

§11-100.1-9 Personnel, staffing and family requirements. (a) PART 1

All individuals who either reside or provide care or services

to residents in the Type I ARCH, shall have documented

evidence that they have been examined by a physician prior DID YOU CORRECT THE DEFICIENCY? %

to their first contact with the residents of the Type I ARCH,

and thereafter shall be examined by a physician annually, to USE THIS SPACE TO TELL US HOW YOU

certify that they are free of infectious diseases. CORRECTED THE DEFICIENCY
whw 4 was Lol hal - beutkehisl a7y

FINDINGS
Household member #1, present during annual inspection;
however, no evidence of annual physician examination.

Please submit with plan of correction, evidence for
Household Member #1°s annual physical examination.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. (a) PART 2
All individuals who either reside or provide care or services
to residents in the Type I ARCH, shall have documented FUTURE PLAN

evidence that they have been examined by a physician prior
to their first contact with the residents of the Type I ARCH,
and thereafter shall be examined by a physician annually, to
certify that they are free of infectious diseases.

FINDINGS
Household member #1, present during annual inspection;
however, no evidence of annual physician examination.

Please submit with plan of correction, evidence for
Household Member #1°s annual physical examination.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1

®

All individuals who either reside or provide care or services
to residents in the Type I ARCH shall have documented
evidence of an initial and annual tuberculosis clearance.

FINDINGS
No evidence of tuberculosis (TB) Clearance as follows:

o Substitute care giver #2, no evidence of initial two-

step TB skin test prior to contact with residents.
Household Member #1 (one step TB skin test)
Substitute Care Giver #3, provided services during
vacation leave (12/24/19 — 12/30/19).

Please submit with plan of correction, TB Clearance for
substitute care giver #2 (2-step TB Clearance) and for
Household Member #1 (1-step TB Clearance).

DID YOU CORRECT THE DEFICIENCY?

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY

Ahoy L s P Hhal  eukc.

nlr 41 1A i dp B Sk
o S urgur £2 w8 mbpi
Ky M.
V. Jpren# |
7 At ne. thy TO shin
@%/5. ity ier #3's /ZW/’/%/’W 7Y
Lty mil T afistslim  whs AnK

{ 4 Ve
L. P,

et imial w- ly 70 s Wl fzm

sl membw #1 W Gld
il A

¥es

wr #3

A
W"
w 7%

N b
[//9%&()
0l r

Han TesT
v

WY ff)wM, md ol Wyl m AL H il

P Sthdule o W st T8 pr ends, dregiy o 4
| |aR- - Y




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. (b) PART?2
All individuals who either reside or provide care or services to
residents in the Type I ARCH shall have documented evidence FUTURE PLAN
of an initial and annual tuberculosis clearance.
USE THIS SPACE TO EXPLAIN YOUR FUTURE
FINDINGS PLAN: WHAT WILL YOU DO TO ENSURE
No evidence of tuberculosis (TB) Clearance as follows: THAT IT DOESN’T HAPPEN AGAIN?
e  Substitute care giver #2, no evidence of initial two- m m/ fWZm ,” W%/A W mrf

step TB skin test prior to contact with residents.
Household Member #1 (one step TB skin test)
Substitute Care Giver #3, provided services during
vacation leave (12/24/19 — 12/30/19).

Please submit with plan of correction, TB Clearance for
substitute care giver #2 (2-step TB Clearance) and for
Household Member #1 (1-step TB Clearance).
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1

Q€)
The substitute care giver who provides coverage for a period
less than four hours shall:

Be currently certified in first aid;
FINDINGS

Substitute Care Giver #3, no evidence of first aid certificate.
However, provided services for leave (12/24/19 — 12/30/19).

Correcting the deficiency
after-the-fact is not
practical/appropriate. For this
deficiency, only a future plan
is required.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel, staffing and family requirements,
()3)

The substitute care giver who provides coverage for a period
less than four hours shall:

Be currently certified in first aid;

FINDINGS
Substitute Care Giver #3, no evidence of first aid certificate.
However, provided services for leave (12/24/19 — 12/30/19).

PART 2
FUTURE PLAN
USE THIS SPACE TO EXPLAIN YOUR FUTURE

PLAN: WHAT WILL YOU DO TO ENSURE
THAT IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 1

(e)4)
The substitute care giver who provides coverage for a period
less than four hours shall:

Be trained by the primary care giver to make prescribed
medications available to residents and properly record such
action.

FINDINGS
Substitute Care Giver #3, no evidence of primary care giver
training. However, services provided (12/24/19 — 12/30/19).

Correcting the deficiency

practical/appropriate. For this
deficiency, only a future plan

after-the-fact is not

is required.

10




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
(e)4)
The substitute care giver who provides coverage for a period FUTURE PLAN
less than four hours shall: —_————as
Be trained by the primary care giver to make prescribed USE THIS SPACE TO EXPLAIN YOUR FUTURE
medications available to residents and properly record such PLAN: WHAT WILL YOU DO TO ENSURE
action. THAT IT DOESN’T HAPPEN AGAIN?
FINDINGS / ,
Substitute Care Giver #3, no evidence of primary care giver hl/ J/i(/ %W %% ; %/ m m W \/Mf
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-9 Personnel. staffing and family requirements.
N1

The substitute care giver who provides coverage for a period
greater than four hours in addition to the requirements
specified in subsection (e) shall:

Be currently certified in cardiopulmonary resuscitation;

FINDINGS

Substitute Care Giver #3, no evidence of cardiopulmonary
resuscitation certificate. However, provided services during
vacation leave (12/24/19 — 12/30/19).

Correcting the deficiency

practical/appropriate. For this
deficiency, only a future plan

PART 1

" after-the-fact is not

is required.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-9 Personnel, staffing and family requirements. PART 2
O
The substitute care giver who provides coverage for a period FUTURE PLAN

greater than four hours in addition to the requirements
specified in subsection (e) shall:
Be currently certified in cardiopulmonary resuscitation;

FINDINGS

Substitute Care Giver #3, no evidence of cardiopulmonary
resuscitation certificate. However, provided services during
vacation leave (12/24/19 - 12/30/19).

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE
THAT IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date

§11-100.1-17 Records and reports. (b)(3) PART 1
During residence, records shall include:

Progress notes that shall be written on a monthly basis, or more
often as appropriate, shall include observations of the resident's
response to medication, treatments, diet, care plan, any
changes in condition, indications of illness or injury, behavior
patterns including the date, time, and any and all action taken.
Documentation shall be completed immediately when any
incident occurs;

FINDINGS Correcting the deficiency
sident #1, Progress n d ddress a ch: i igh :
of 18 pomds o ten 10 neify provide aming fos pHor you after-the-fact is not

practical/appropriate. For this
deficiency, only a future plan
is required.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

§11-100.1-17 Records and reports. (b)(3)
During residence, records shall include:

Progress notes that shall be written on a monthly basis, or more
often as appropriate, shall include observations of the resident's
response to medication, treatments, diet, care plan, any
changes in condition, indications of illness or injury, behavior
patterns including the date, time, and any and all action taken.
Documentation shall be completed immediately when any
incident occurs;

FINDINGS
Resident #1, Progress notes do not address a change in weight
of 18 pounds or action to notify provider during the prior year.

PART 2
FUTURE PLAN
USE THIS SPACE TO EXPLAIN YOUR FUTURE

PLAN: WHAT WILL YOU DO TO ENSURE
THAT IT DOESN’T HAPPEN AGAIN?
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

11-100.1-17 Records and reports. (c)

Unusual incidents shall be noted in the resident's progress
notes. An incident report of any bodily injury or other unusual
circumstances affecting a resident which occurs within the
home, on the premises, or elsewhere shall be made and
retained by the licensee or primary care giver under separate
cover, and shall be made available to the department and other
authorized personnel. The resident's physician or APRN shall
be called immediately if medical care may be necessary.

FINDINGS
Discharged Resident #1, no evidence of incident report of two
(2) assaults by the resident to the primary care giver in 2019.

PART 1

Correcting the deficiency
after-the-fact is not
practical/appropriate. For this
deficiency, only a future plan
is required.
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RULES (CRITERIA)

PLAN OF CORRECTION

Completion
Date

11-100.1-17 Records and reports. (c)

Unusual incidents shall be noted in the resident's progress
notes. An incident report of any bodily injury or other unusual
circumstances affecting a resident which occurs within the
home, on the premises, or elsewhere shall be made and
retained by the licensee or primary care giver under separate
cover, and shall be made available to the department and other
authorized personnel. The resident's physician or APRN shall
be called immediately if medical care may be necessary.

FINDINGS
Discharged Resident #1, no evidence of incident report of two
(2) assaults by the resident to the primary care giver in 2019.

PART 2
FUTURE PLAN
USE THIS SPACE TO EXPLAIN YOUR FUTURE

PLAN: WHAT WILL YOU DO TO ENSURE
THAT IT DOESN’T HAPPEN AGAIN?
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Licensee’s/Administrator’s Slgnatun,gjll’%ﬂlﬂ/ /W
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